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This issue of Quarterly Coverage is devoted
to bringing you information regarding the
various programs and efforts to modify how
healthcare is delivered and we as physicians
are compensated. Our state has seen a
significant increase in the number of people
covered by insurance and/or Medicaid
expansion because of the Affordable Care
Act (ACA). This will definitely have an
effect on how care is delivered and on the
expectations that these new patients have
of the healthcare delivery system.

Luke W. Martin, M.D.
Bruce R. Martin, CIC

What is a Physician-Led ACO? by Patty Ruddick,WestVirginia Medical Institute
Efforts are under way to form a Physician-led
Accountable Care Organization in West
Virginia. It will be interesting to see how it
develops and if it can successfully coordinate
care and provide independent physicians
an opportunity to increase their reimbursements and avoid penalties that are on the
horizon from CMS.

Accountable Care Organizations may have
the ability to:
• Strengthen the patient-physician relationship by putting the interest of the patients
first – members of the physician-led
Accountable Care Organization are not
forced into trading off inpatient admissions
for less-profitable outpatient care.
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• Protect the fiercely independent physician.
They build upon strong relationships
with physicians and the healthcare
organizations within their communities.
• Put physicians back in the leadership role
in guiding clinical care delivery decisions
by affording them the same access to data
and analytical power as a hospital or
payer-led ACO.

• Provide a way to learn about new payment
models and make reasonable adjustments
in practice operations without a lot of risk.

• Level the playing field in contract negotiation and participation with all payers.

• Make shared savings practice specific –
each practice reaps what it sows in savings
to the health system, while the ACO’s
strength is “more than the sum of its parts.”

• Seek to more efficiently coordinate
referral patterns with specialists, hospitals,
diagnostic and post-acute services.

Patient-Centered Medical Homes (PCMHs)
are also a trend that is being promoted by the
Center for Medicare & Medicaid Services
(CMS). We provide some background on that
trend and the typical efforts that are occurring
in testing Accountable Care Organizations
(ACOs) as a way to improve the quality of
care, reduce costs, and increase communication among participating providers in
our state.

• Provide a sensible framework for addressing a plethora of healthcare regulatory
mandates and penalty avoidance while
allowing the physicians to do what they
do best.

Furthermore, this mandate also occurs before
the necessary interoperability that should
give system-wide improvement. We at the
West Virginia Mutual Insurance Company
will be here for you during these uncertain
and unsettled times.
We are… Physicians Insuring Physicians.

Physician frustration with healthcare reform,
including the penalties included in the ACA,
is at an all-time high. We are certainly attuned
to this, and our goal is simply to provide you
background information to help you make
the best decisions for your practice, as we
physicians adapt to the changing landscape
of healthcare.

For additional information regarding Accountable Care Organizations, visit www.cms.gov
and search Accountable Care Organization.
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The ACA’s EHR mandate, although potentially
a positive in the long run, actually creates
increased risk for physicians in view of the
decreased face-to-face time with patients
caused by data-entry, in addition to inadvertent inclusion of faulty information or
omission of necessary information.

www.wvmic.com
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Value Based Care – Is it the New Reality? byTerri Bliziotes, RN, MPH, PCMH-CCE, CHTS-CP

Defining Patient Centered Medical Home (PCMH)
The medical home model holds promise as
a way to improve healthcare in America by
transforming how primary care is organized
and delivered. Building on the work of a
large and growing community, the Agency
for Healthcare Research and Quality (AHRQ)
defines a medical home not simply as a place
but as a model of the organization of primary
care that delivers the core functions of
primary healthcare.

Terri Bliziotes is a Lead Project
Coordinator (Patient Centered Medical
Home) at WVMI & Quality Insights
located in Charleston, WV.

The medical home encompasses five functions
and attributes:

Comprehensive Care

For much of the 20th Century, the healthcare
delivery system was characterized as volumedriven – getting as many 15 minute visits
throughout the day as possible. As physicians,
you know patients present with unique care
needs and many take longer than 15 minutes
to address – especially in the world of preauthorizations, pharmacy formularies, and
increasing technology and regulatory mandates. You also know that the current healthcare financial incentives may not always be
aligned to satisfactorily address the upstream
prevention services needed to effectively lower
the downstream costs – making the costs of
our efforts today unsustainable for the future.
This means serious re-thinking about how
physicians will deliver care and the kind of
patient relationship that will be necessary if
access to private physician care is to continue
to be available in rural community settings.
It is clear that our approach to after-hours
access will have to change – especially the
phone message that directs everyone to the
Emergency Room. Referrals for specialty care
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will have to be managed differently in our
practices – more tracking, more specialty
interactions, better defined co-management.
It is very clear practices may have to pay
much closer attention to patients who are
at high risk or high utilizers – having in place
better care coordination capacity.
The physician-led Accountable Care Organization model provides a framework whereby
independent physicians come together to
focus on the delivery of high “value” care
for every dollar spent. The administrative
burden to accomplish this is taken off the
back of the physician, and the tools
necessary for transparency “in real time”
about the physician-led ACO’s and practices’
performance are placed directly in the
physicians’ hands.
As it should be in the practice of medicine,
under a physician-led ACO, financial reward
may follow sound clinical practices and the
constant threat of penalties may ultimately
disappear.

The primary care medical home is accountable
for meeting the large majority of each patient’s
physical and mental healthcare needs,
including prevention and wellness, acute
care, and chronic care. Providing comprehensive care requires a team of care providers.
This team might include physicians, advanced
practice nurses, physician assistants, nurses,
pharmacists, nutritionists, social workers,
educators, and care coordinators. Although
some medical home practices may bring
together large and diverse teams of care
providers to meet the needs of their patients,
many others, including smaller practices,
will build virtual teams linking themselves
and their patients to providers and services
in their communities.

…independent
physicians come
together to focus on
the delivery of high
“value” care for every
dollar spent.

Patient-Centered
The primary care medical home provides
primary healthcare that is relationshipbased with an orientation toward the whole
person. Partnering with patients and their
families requires understanding and
respecting each patient’s unique needs,
culture, values, and preferences. The medical
home practice actively supports patients in
learning to manage and organize their own
care at the level the patient chooses.
Recognizing that patients and families are
core members of the care team, medical
home practices ensure that they are fully
informed partners in establishing care plans.

Coordinated Care
The primary care medical home coordinates
care across all elements of the broader
healthcare system, including specialty care,
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hospitals, home healthcare, and community
services and supports. Such coordination is
particularly critical during transitions between
sites of care, such as when patients are being
discharged from the hospital. Medical home
practices also excel at building clear and
open communication among patients and
families, the medical home, and members
of the broader care team.

Accessible Services
The primary care medical home delivers
accessible services with shorter waiting times
for urgent needs, enhanced in-person hours,
around-the-clock telephone or electronic
access to a member of the care team, and
alternative methods of communication such
as email and telephone care. The medical
home practice is responsive to patients’
preferences regarding access.

Quality and Safety
The primary care medical home demonstrates
a commitment to quality and quality
improvement by ongoing engagement in
activities such as using evidence-based
medicine and clinical decision-support tools
to guide shared decision making with patients
and families, engaging in performance
measurement and improvement, measuring
and responding to patient experiences and
patient satisfaction, and practicing population
health management. Sharing robust quality
and safety data and improvement activities
publicly is also an important marker of a
system-level commitment to quality.
Used by permission Agency for Healthcare Research and
Quality (AHRQ) www.pcmh.ahrq.gov/page/defining-pcmh

The Affordable
Care Act in
West Virginia
In May 2013, Governor Earl Ray
Tomblin (D) announced that the state
would expand Medicaid, extending
coverage to an additional 91,500
state residents. In 2014, the Kaiser
Family Foundation determined the
Affordable Care Act had the potential
to extend coverage to many of the
47 million nonelderly uninsured
people nationwide, including 267,000
uninsured West Virginians.
A 2014 study by Kaiser showed the
effect of the Affordable Care Act on
the uninsured in West Virginia. West
Virginia’s uninsured population has
declined more than 10% since the
Act’s implementation. That’s the sixth
highest decrease change in the country.
The long-term effect of this change on
the healthcare delivery system is yet
to be determined.

For More
Information
West Virginia Medical Institute
www.wvmi.org
AHRQ Resource Center
www.pcmh.ahrq.gov
Kaiser Family Foundation
www.wff.org
Nothing included in this publication is an
endorsement of a specific program or organization.
The Mutual’s goal is to provide you background
information to help you make the best decisions
for your practice as we as physicians adapt to
the changing landscape of healthcare.
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